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AINFUL tic convulsif, a term coined in 1920 by
Cushing, 2 consists of ipsilateral concurrent trigeminal neuralgia and hemifacial spasm. Cushing reported three such patients, of whom one and possibly two had what we consider atypical rather than classical trigeminal neuralgia. 11,19 Two underwent operations for their pain, but none for spasm.
Since that time, 37 cases of tic convulsif have been added to the medical literature. 1,3-9,~2-15,17 None was treated by microvascular decompression of the responsible cranial nerves. There is no report of results of a series of patients treated in a consistent manner. To date, attention has centered on treatment of pain in the trigeminal distribution, and not on the hemifacial spasm. Operative approaches to the trigeminal nerve have included peripheral, middle fossa, and posterior fossa techniques.
In 15 patients collected from the literature, the posterior fossa was explored. In eight of these, an ectatic basilar or vertebral artery ("cirsoid aneurysm') was found. In two, an arteriovenous malformation was present. In five patients, a tumor was discovered. 1,4,12-15,]7 Results varied, but permanent relief of the facial spasm was rare. Of 19 patients with adequate description of operative results, only two were relieved of their hemifacial spasm. Permanent pain relief was accomplished only with ablative procedures.
Summary of Cases
Clinical Material
Eleven patients with tic convulsif, eight women and three men, were evaluated at Presbyterian-University Hospital from 1975 through 1983. The average age at presentation was 58 years (range 47 to 76 years). Seven patients had symptoms on the left side and four on the right. Six had classical trigeminal neuralgia and five fit our criteria of atypical trigeminal neuralgia. We define classical trigeminal neuralgia as lancinating pain in the trigeminal distribution associated with trigger points and exacerbated by touch, cold, or facial and jaw movements. All 11 patients had classical hemifacial spasm with onset in the orbicularis oculi muscle and gradual progression caudally over the face.
Operative Treatment
All patients underwent retromastoid craniectomy. Seven had operations in the lateral position while four early procedures were done in the modified sitting position. Both the trigeminal and facial nerves were explored in every patient. Veins, when causative of symptoms, were coagulated and divided. Arteries were mobilized and held away from the nerve with an implant ( Table 1 ). The offending vessel found at the root entry zone of each nerve is listed in Table 1 . In one patient (Case 6), a tumor was pushing the anterior inferior cerebellar artery into the root entry zone of the seventh cranial nerve. In this patient, the tumor was removed and the artery mobilized and padded away as usual by muscle. Several blood vessels were causing the disorder in each patient. In only one patient (Case I 1) was the same blood vessel, a hugely ectatic vertebral artery, found to be causing compression of both nerves; but in that case the trigeminal nerve was also compressed on the rostral side by the superior cerebellar artery.
Results of Treatment
The median follow-up period was 6 years 2 months (range 1 to 8 89 years). Current information was obtained from all patients in the clinic or by telephone. The results are summarized in Table 1 . One patient (Case 1) had a complicated course including reexploration of the cerebellopontine angle to confirm completeness of the decompression. However, pain and spasm returned 6 months after surgery and continue at this time. In Case 6, the spasm remains absent, but this patient had return of her tic pain 6 years postoperatively (at the age of 82 years). This recurrence was successfully treated with a radiofrequency lesion at another institution. Case 7 had multiple veins in the area of the fifth nerve (Table  1) , which were not thought by the operating surgeon to be causing the neuralgia. The veins were coagulated and divided, and the patient is tree of her atypical tic pain at this time. The patient in Case 8 remains painfree, but has had some minimal spasm since shortly after her operation. Another patient (Case 9) has a persistent mild ache in her face, but none of the lancinating component that she had before her decompression. Case 11 had slow steady improvement in the spasm so it is now barely perceptible ("trace").
To summarize the results, two classical cases of trigeminal neuralgia have recurred and one atypical case has mild persistent pain. One patient with hemifacial spasm has a frank recurrence, and two have minimal residual symptoms. Complications were similar to those experienced with microvascular decompression of a single cranial nerve. Two patients (18%) had postoperative herpes oralis, one (9%) had aseptic meningitis, and three (27%) had immediate ipsilateral hearing loss. Of those with hearing loss, only one (9%) suffered permanently.
Discussion
Tic convulsif is an uncommon disorder. Cushing z found three cases among the 332 patients he treated for trigeminal neuralgia. One and possibly two of the three patients in Cushing's original series had atypical, rather than classical, trigeminal neuralgia, as did five of our patients. In his report of over 2500 cases of trigeminal neuralgia, Harris s described 14 patients with ipsilateral hemifacial spasm. During the period of our study, nearly 900 patients with trigeminal neuralgia were treated at Presbyterian-University Hospital, of whom 11 had ipsilateral hemifacial spasm. Table 2 summarizes the findings in 40 cases of tic convulsif reported in the literature. While a minority of these reports contain an operative description adequate to assess the cause of the disorder, the majority of the well reported cases had vascular abnormalities around the fifth and seventh cranial nerves. These ranged from vascular malformations to ectatic vertebral t Ectatic artery. Review of the operative note revealed that several veins were taken and thickened arachnoid was cut. The cause of the neuralgia was not apparent to the surgeon.
w Times indicate the symptom-free period.
[I Mild typical pain persists.
and basilar arteries. In the remaining patients, posterior fossa tumors were found at operationJ 2-~5'17 Taken alone, either trigeminal neuralgia or hemifacial spasm is well recognized. Various treatments have been described at different points along the lengths of the involved nerves, with various degrees of success. The earliest treatments of trigeminal neuralgia were ablative. Peripheral neurectomy and retrogasserian neurectomy were supplanted by radiofrequency lesions of the Gasserian ganglion. This procedure carries a significant risk of anesthesia dolorosa and a high risk of recurrence, and has lately become less popular. More recently, the success of microvascular decompression of the root entry zone of the fifth cranial nerve in patients with trigeminal neuralgia has been reported by a number of authors, l~
This procedure provides a good chance of cure without the risk of anesthesia dolorosa.
In a similar fashion, hemifacial spasm has been treated by destructive meansl including nerve crush, partial section, or manipulation, and even spinofacial anastomosis in some patients. A number of authors have reported the success and low morbidity of microvascular decompression of the seventh cranial nerve to treat both disorders. ~o, zr,~s Concurrent trigeminal neuralgia and hemifacial spasm could be approached as two separate syndromes and treated peripherally, but the retromastoid approach permits direct visualization and definitive treatment of the pathology. In the older (premicrosurgical) literature, many patients with a single ectatic vessel compressing both the fifth and seventh cranial nerves are described. However, in our experience, multiple vessels cause the root entry zone compression in most cases. These can be mobilized and padded away as is done at surgery for the individual syndromes. Exploration of the nerves in the cerebellopontine angle also allows diagnosis and treatment of small unsuspected extra-axial tumors. Tic convulsif, a concurrent hyperactive dysfunction of two cranial nerves, responds in most cases to microvascular decompression of the respective root entry zones. The procedure seems to be safe and has results comparable to those achieved with treatment of the individual vascular compression syndromes.
